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ABSTRACT
Since the legalization of abortion, some research studies have argued that abortion has a neutral
effect when considering other coexistent factors (e.g. Adler et al., 1990; Major et al., 2000;
Steinberg & Russo, 2008). Other studies have concluded that abortion has a negative influence
on women’s psyche (e.g. Congleton & Calhoun, 1993; Cougle, Reardon, & Coleman, 2005;
Hamana et al., 2010). College populations have been generally excluded from abortion research,
even though, in 2007, 57% of women obtaining abortions were between the ages of 20 and 30
years (U.S. Census Bureau, 2012). This study intended to measure the influence of induced
abortion on the current mental health status of college women and describe the characteristics of
women obtaining abortions. An online survey was administered to female college students (N=
46). The participants were divided into two pregnancy outcome groups: (1) women who reported
a history of fetal deliveries, and (2) women who reported a history of abortion. Each group was
asked if abortion or fetal delivery contributed to their current mental health status. Independent
variables included the participants’ pregnancy outcome (abortion vs. delivery) and establishing if
abortion/fetal delivery contributed to current mental health (yes/no answer). The dependent
variables included current psychological distress symptoms as measured by the nine primary
symptom dimensions of the Symptom Checklist-90-Revised. The data were analyzed using a
two-way mixed-design MANOVA. Evidence indicated that psychological symptoms were not
dependent on respondents’ perception of whether or not current mental health was affected by
pregnancy outcome. This study does not support public policies or practice based on the belief
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that abortion emotionally harms women. Further research should concentrate in strategies to
prevent unwanted pregnancy in order to reduce the need for abortion.
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CHAPTER ONE: INTRODUCTION AND LITERATURE REVIEW
Trauma and Women’s Mental Health
In the United States, exposure to traumatic events is often experienced by a large part of
the population at some point. An estimate of 51.2% of women and 60.7% of men reported
exposure to at least one traumatic experience in their lifetime (Kessler, Sonnega, Bromet,
Hughes, & Nelson, 1995). Common traumatic experiences are witnessing someone being badly
injured or killed, rape, molestation, shock, life threatening accidents, natural disasters, and
physical abuse (Kessler et al., 1995). Previous research has linked traumatic experiences to the
development of mental health disorders such as depression, substance dependence, bipolar
disorder, and psychotic disorder (Houston, Shevlin, Adamson, & Murphy, 2011).
In general, women and men present with different types of mental health problems. For
instance, women have higher rates of internalizing disorders such as depression, anxiety, and
phobias. In contrast, men have higher rates of externalizing disorders such as substance abuse,
antisocial personality, and aggressive or violent behavior (Rosenfield & Smith, 2010). The
DSM-IV-TR (2000) defines mental disorders in terms of clinically significant behavioral or
psychological patterns that contribute to an individual’s distress, dysfunction, risk of mortality,
physical impairment, pain, and loss of freedom. In order to gain a better understanding of
women’s mental health, clinically significant disorders that impact females must be discussed.
Depression is among the most common disorders that affect women. Major Depressive
Disorder is a mental health condition that affects between 5 and 9% of women in the United
States. Additionally, this condition has been associated with higher rates of death by suicide
1

which raises a concern to women’s health (DSM-IV-TR, 2000). Depression, aside from being a
common mental condition, is often an undertreated and stigmatized condition in which
individuals tend to refrain from seeking professional help. Despite the hopelessness associated
with depression, women are more likely than men to seek help from healthcare professionals
(Palazidou, 2000).
Similarly, eating disorders such as bulimia nervosa and anorexia nervosa have been
almost exclusively prevalent in women (Schmidt, 2000). When addressing the etiology of eating
disorders, scholars have stressed the heavy influence of social factors on women who develop
eating disorders. As Schmidt argued, Western society’s value of slimness and the stigma of
obesity indirectly affect females’ body image in a social context. Unfortunately, the danger of
these eating disorders lies in the possibility of medical complications due to serious nutritional
deficits, dehydration, and starvation (Schmidt, 2000).
Specific types of anxiety disorders have also been found higher in women. In 2006, an
international meta-analysis found evidence of higher life-time prevalence of anxiety disorders
such as generalized anxiety disorder, post-traumatic stress disorder (PTSD), panic disorder,
agoraphobia, and specific phobia in women. The authors concluded that across the globe, results
consistently showed that women develop anxiety disorders twice as frequently as men, with the
exception of social phobia (Somers, Goldner, Waraich, & Hsu, 2006).
Researchers have proposed several explanations to the higher rates of women’s mental
health problems. For instance, Rosenfield and Smith (2010) argued that women’s rates of
depression and anxiety are often impacted by the different responsibilities that women inherit in
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Western culture. That is, the division of house labor, childrearing, and employment
responsibilities are unbalanced between women and men. Consequently, this imbalance affects
women’s wellbeing. Rosenfield and Smith (2010) reported that in families where childrearing
and house work responsibilities were evenly distributed, men and women presented similar low
rates of depression and anxiety.
In addition, Holmshaw and Hillier (2000) argued there is a bias in the reporting of
psychological symptoms of women and men. These authors claimed that general practice
physicians recognize psychological symptoms differently depending on gender. From this
perspective, three factors may explain women’s higher rates of mental disorders. These factors
include: women are more likely to report psychological distress, women tend to seek
professional help more frequently, and women tend to verbalize or display recognizable
symptoms. Furthermore, Holmshaw and Hillier claimed there is a social distinction in the
manner depression and anxiety are perceived in comparison to alcoholism, drug use, and
aggressive or violent behavior. While women seek professional help for their distress related to
depression or anxiety, men get into problems with courts of law due to externalizing negative
behaviors. Therefore, men’s alcoholism, drug use, and aggressive behaviors are often perceived
as misdeeds and not mental health conditions.
Nevertheless, it is important to understand the social and biological causes that heavily
influence the study of women’s mental health. As Marmot (2009) explained, women’s mental
illnesses are generally more prevalent in both developed and undeveloped countries. Therefore,
understanding women’s mental health status has the potential to globally improve the quality of
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life of the world’s population as well as the improvement of clinical practice. Marmot (2009)
proposed focusing on two areas in the study of women’s mental health: the physiological causes
related to hormonal control and reproductive functions (menstruation, pregnancy, childbirth, and
menopause) and the social role of women in society (cultural, economic, and psychological
factors) that affect women’s psyche.

College Women’s Mental Health
College can be considered a typical life stage that encompasses tremendous amounts of
stress from internal and external pressures. Such pressures may include finding an occupation,
gaining financial stability, and educational attainment. College life can present challenges to both
males and females due to acquired financial responsibilities, academic demands, social changes
in relationships, and general possibilities of new life experiences (Pretruzzello & Motl, 2006).
For females, the added responsibilities of reproductive care, pregnancy, and motherhood can
constitute an extra burden to college life stressors. Therefore, it is necessary to investigate the
psychological effects of reproductive issues in college female students.
Langhinrichsen-Rohling, Rehm, Breland, and Inabinet (2009) analyzed college women’s
mental health status, coping strategies, and life regret in relation to their pregnancy experiences.
The findings showed that 27.5% of college women who had a pregnancy before or at 18 years of
age demonstrated increased rates of depressive symptoms, hopelessness, and hostility.
Additionally, college women who had a pregnancy either before or after 18 years of age reported
significantly higher levels of life regret than never pregnant college women. Although the
majority of college women had never been pregnant, the sub-group of college women who had
4

experienced pregnancy was at risk for depression, hostility, and hopelessness. The results
underscored the need for an intervention to aid school retention and educational progress. In
regards to depression in the college population, a Spanish study examined the prevalence of this
disorder in college women and found that 10.4% of the female student sample presented
symptoms of major depression disorder (Vazquez, Torres, Lopez, Blanco, & Oter, 2009). This
finding showed that rates of depression in college women tend to be higher, at least for Spanish
women, than the general population rates of United States females (5-9%) (DSM-IV-T-R, 2000).

Birth and Pregnancy Mental Health Issues
Women’s mental health in relation to reproductive health can be impacted by the various
adjustments a woman has to endure. Typically, becoming a parent encompasses giving up
autonomy, personal freedom, occupational identity, and recreational activities in exchange for
caring for a child. Additionally, women undergo a variety of physical and emotional experiences
during childbearing years such as pregnancy, birth, miscarriage, and abortion which might be
perceived and dealt with differently depending upon life circumstances.
In the last decades, extensive research has focused on examining mental health outcomes
following fetal delivery (Fisher, Cabral de Mello, & Izutsu, 2009). A research study analyzed
suicide risk and mortality in relation to pregnancy outcomes. The results showed that women
who were young, unmarried, and from low socio-economic status were at higher risk of suicide
during the year following childbirth, miscarriage, and pregnancy termination (Gissler,
Hemminki, & Lonnqvist, 1996). Other research studies found that women who endured
terminations of pregnancy due to fetal anomalies demonstrated considerably higher levels of
5

depression, anxiety, and grief (Rona, Smeeton, Beech, Barnett, & Sharland, 1998; Zeanah,
Dailey, Rosenblatt, & Saller, 1993).
In 1999, a Finnish study investigated incidence of deaths from suicides, homicides,
natural deaths, and accidents, in relation to pregnancy outcomes of women of reproductive age.
Results showed that women who had an induced abortion in the past year were at 81% higher
risk of mortality from all types of death than non-pregnant women of the same age. In this
study’s sample, 34% of deaths associated with pregnancy outcomes were violent. The proportion
of violent deaths was 74% for women who had an abortion, in contrast to 68% of women who
had had a miscarriage and 45% of women who had given birth (Gissler, & Hemminki,1999).
In regards to pregnancy and depressive symptoms, Llewellyn, Stowe, and Nemeroff
(1997) pointed out that particular symptoms of depression such as decreased energy, changes in
appetite, sleep disturbances, and decreased sexual desire, were underestimated during pregnancy,
and often misconceived as normal. However, research findings suggested that 10 to 15 % of
women in developed countries present with clinical depression within the first five weeks
following childbirth, and of 3 to 7% of those women require inpatient treatment for severe
depression (As cited in Fisher, Cabral de Mello, & Izutsu, 2009).

Abortion and Mental Health Consequences
Induced abortion is a medical procedure widely practiced in the United States with
exactly 1, 211,500 performed in 2008 (U.S. Census Bureau, 2012). The debate on whether or not
abortion has a negative impact on women’s mental health has been the subject of extensive
research studies since 1973, when abortion was legalized by the Supreme Court decision of Roe
6

v. Wade. College populations have been generally excluded from abortion research, even though
57% of women obtaining abortions, in 2007, were between the ages of 20 and 30 years (U.S.
Census Bureau, 2012).
Studying the consequences of abortion and women’s mental health has been a complex
and sensitive task because it concerns a variety of domains related to abortion. As Miller (1998)
explained, the scope of abortion research affects matters of public health, childbearing,
contraception, sexuality, romantic relationships, morality, and gender identity, to name a few.
For this reason, many United States communities hold differing opinions about abortion (as cited
in Beckman & Harvey, 1998).
The abortion research findings have been mostly ambivalent in terms of influence on
mental health. Some studies have concluded that abortion has neutral effects when considering
other important coexistent risk factors (e.g. Adler et al., 1990; Major et al., 2000; Steinberg &
Russo, 2008) and other studies have concluded abortion has a greater than estimated negative
influence on women’s mental health (e.g. Cougle, Reardon, & Coleman, 2005; Congleton &
Calhoun, 1993; Hamana et al., 2010).
Since the topic of abortion concerns public health, it also encompasses conflicts of
interest from pro-choice or pro-life investigators. Well-known Surgeon General Dr. C. Everett
Koop explained in his letter to President Regan that the results of many research studies on
abortion were skewed by political interest rather than by empirical scientific evidence (as cited in
Charles, Polis, Shridhara, & Blum, 2008). Researchers have attempted to create guidelines for
the scientific study of the emotional sequelae of abortion. Specifically, Steinberg and Russo
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(2009) emphasized that methodologically sound research on abortion emotional effects utilizes
an appropriate comparison group, a valid measure of pre-pregnancy mental health, and considers
co-occurring risk factors (e.g. violence exposure, sexual abuse history, pregnancy intention). In
addition, recent articles have pointed out the need for consistent information that may be used by
clinicians, counselors, and physicians when treating patients with a history of abortion, or
considering abortion, as a way to resolve their pregnancies (Casey, 2010; Cameron, 2010;
Charles et al., 2008).
Among the most relevant research, a meta-analysis performed by the American
Psychological Association Taskforce on Mental Health and Abortion (APATMHA) can be
found. This analysis, conducted in 2008, concluded that most methodologically rigorous research
on abortion indicated that “among women who have a single, legal, first-trimester abortion of an
unplanned pregnancy for nontherapeutic reasons, the relative risks of mental health problems are
no greater than the risks among women who deliver an unplanned pregnancy” (p. 92). In other
words, under the common, mentioned circumstances, choosing abortion does not pose a greater
risk than choosing delivery. The Taskforce on Mental Health and Abortion (2008) also heavily
emphasized the use of an appropriate comparison group in the scientific study of abortion. That
is, comparing the psychological outcomes of women who obtain abortions in contrast with the
psychological outcomes of women who do not choose abortion when faced with a similar
circumstance (i.e. choosing fetal delivery or adoption).
In contrast, a more recent meta-analysis (Coleman, 2011) synthesized research published
between 1995 and 2009 on abortion and specific mental health problems like anxiety,
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depression, suicidal behaviors, alcohol use and misuse, and marijuana use. This study concluded
that “women who had undergone an abortion experienced an 81% increased risk of mental health
problems, and nearly 10% of the incidence of mental health problems was shown to be directly
attributable to abortion” (p. 183). Additionally, Coleman, Coyle, Shuping, and Rue (2009)
analyzed the relationship between induced abortion and anxiety, mood, and substance abuse
disorders in a national comorbidity survey. They found that abortion was related to an increased
risk for panic attacks, panic disorder, agoraphobia, PTSD, bipolar disorder, and major
depression.
Other independent researchers have found that a small minority of women experience
adverse negative outcomes and these women share common characteristics that are related to
mental health problems. Some of the most cited constituents in the development of mental health
conditions post abortion are rape history, age at first pregnancy, race, marital status, income,
education, subsequent abortions, and socio-economic status (Robison, Stotland, Russo, &
Occhiorgrosso, 2009). On the same note, other researchers have focused solely on the
characteristics of women obtaining abortion. For instance, Jones, Darroch, and Henshar (2002)
studied socioeconomic patterns of women obtaining abortions. They reported that most women
who aborted were unmarried, black or Hispanic, economically disadvantaged, lived in
metropolitan areas, and were in their twenties. Similarly, Jones et al. (2002) also found that 57%
of women obtaining abortions had at least some college education. However, to date, the
characteristics of women in the college population group have not been thoroughly examined.
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Steinberg, Becker, and Henderson (2011) analyzed data from the national comorbidity
survey used by Coleman et al. in 2009. Steinberg et al. (2011) found that when no risk factors
were entered in the model, women who had abortions were more likely to have subsequent
depression and suicidal ideation, but no more likely to have lower self-esteem. When all risk
factors were entered, pregnancy outcome was not related to later depression and suicidal
ideation. This conclusion highlights the importance of considering risk factors that contribute to
the development of mental health problems.
Extensive research has been done outside the United States in developed countries like
England, Australia, New Zealand, Norway, and Finland. One meta-analysis performed by The
Academy of Medical Royal Colleges in the United Kingdom (2011) reported that the risks for
developing mental health problems with an unwanted pregnancy were similar whether or not
women had an abortion or gave birth. Other non-United States research has come to different
conclusions supporting the finding that a greater number of women who abort compared to
women who deliver develop negative mental health outcomes. For instance, Fergusson,
Horwood, and Boden (2008) published the findings of a 30 year longitudinal study about
abortion in New Zealand women. They found that women who had obtained abortions had rates
of mental health problems that were roughly 30% higher than rates of women in other
comparison groups.
A Norwegian study found that young women who undergo induced abortion may be at
increased risk for subsequent depression (Pedersen, 2008). In Finland, a study examined the
relationship among deaths, suicides, and homicides to pregnancy outcomes. The researchers
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found that women in the induced abortion group had higher mortality rates resulting from
unintended injuries, suicides, and homicides when compared to non-pregnant women in all age
groups (Gissler, Berg, Bouvier-Colle, & Buekens, 2005). In Australia, Taft and Watson (2008)
noted that 30% of women who reported a termination of pregnancy were depressed. Though,
these women also had higher rates of intimate partner violence that could have been associated
with depression.
Overall, the literature has identified many variables that warrant consideration when
studying abortion. Nonetheless, abortion remains a very difficult subject to research since
women choose to undergo abortion in very different life situations and circumstances. For
instance, the psychological response of a woman who undergoes abortion in the first trimester of
her pregnancy because it was unintended and because it posed a great economic burden (Major
et al., 2000) might be very different than the psychological response of a woman who had an
intended, wanted, pregnancy but discovered later on that the fetus had severe congenital
abnormalities (Kersting et al., 2009).
Despite the extensive amount of research on abortion and mental health, fewer
researchers have focused on analyzing the impact of abortion of college women. Curley (2010)
targeted university women who have obtained abortions and analyzed the impact of a
psychological intervention to relieve psychological distress. One of the conclusions this
researcher reached was that there was a need for group specific interventions to relieve guilt,
enhance coping skills, and reduce grief. Coleman and Nelson (1998) analyzed college women
and men’s post abortion reactions and found that half of the females and a quarter of the male

11

partner of females who obtained abortions experienced depression following the procedure.
Further research is warranted to broaden the knowledge on college women’s experience.

The Role of Coexistent Factors
As previously mentioned, in the scientific study of abortion, researchers have emphasized
the consideration of alternate influential coexistent factors that, in part, explain the development
of certain mental conditions. In 2001, Russo and Denious analyzed the relationship between
induced abortion and depression symptoms in a large sample. Results showed that women who
had undergone an abortion were more likely to report symptoms of depression and low life
satisfaction. Additionally, these women were more likely to report rape, physical abuse, sexual
abuse, and intimate partner violence.
In 2004, Reardon, Coleman, and Cougle analyzed the relationship between pregnancy
outcome (delivery vs. abortion) and substance abuse (marijuana, alcohol, cocaine). The findings
showed that compared to women who had delivered an unintended pregnancy, women who had
aborted were significantly more likely to report marijuana use and frequent alcohol use. The
authors of this study concluded that identifying women with a history of abortion may help
identify women in need for substance use guidance. Furthermore, the results of a more recent
study supported the claim that abortion incidence and substance use are correlated. Women who
reported using tobacco, marijuana, and hard drugs were found more likely to have an unplanned
pregnancy, and therefore, more likely to undergo abortion (Martino, Collins, Ellickson, & Klein,
2006).
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These research findings support the argument that screening women for a history of
abortions may help distinguish women who present higher incidences of adverse life situations
(substance use problems, history of sexual abuse, history of physical abuse) that may place them
at risk of developing mental health disorders due to a combination of traumatic factors. As
Henshaw (1998) explained that in the United States, 60% of women age 30 and older have had
an unplanned childbirth or an induced abortion. Therefore, studying the large number of women
who obtain abortions may contribute to a better understanding of the influence of abortion and
other coexistent risk factors in the development of adverse psychological conditions.
In regards to pregnancy intention, Henshaw (1998) reported that half of pregnancies in
the United States are unintended. Pregnancy intention has been considered a major factor that
influences how women respond to obtaining an abortion and that also influences the scientific
study of abortion. The report of the APA Taskforce on Mental Health and Abortion (2008)
stresses “the differing patterns of psychological experiences observed among women who
terminate an unplanned pregnancy versus those who terminate a planned and wanted pregnancy
highlight the importance of taking pregnancy intendedness and wantedness into account when
seeking to understand psychological reactions to abortion” (p. 4). In the past, many research
studies have failed to provide appropriate control measures of pregnancy intention therefore
resulting in an unclear understanding on how abortion influences women’s mental health.
In 1999, Dietz et al. studied the relationship between unintended pregnancy, childhood
household dysfunction, and abuse. They found that women were 1.5 times more likely to have an
unintended first pregnancy during adulthood when they experienced four or more types of abuse
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during their childhood. In essence, women who experienced childhood abuse are more likely to
have unintended pregnancies which, in turn, could increase their likelihood to obtain abortions.
Consequently, abortion can be considered a distinctive marker for women with a history of
negative life situations.
On the contrary, women who have intended pregnancies and choose to terminate them,
typically do so because of congenital anomalies of the fetus. A recent research study on the
emotional effects of terminating a wanted pregnancy due to fetal abnormalities found that this
type of abortion can be considered a major traumatic life experience that contributes to the
development of post-traumatic stress and persistent grief up to seven years after the abortion
(Kersting, et al., 2005).
The amount of social support received has also been found to play a role in the
development of psychological disorders post-abortion. Major, Cozzareli, Sciacchitano, Cooper,
Testa, and Mueller (1990) found that women who perceived high support from family, friends,
and partners had higher self-efficacy for coping with abortion distress. In turn, women whose
loved ones provided less than full support for obtaining an abortion were found to have low postabortion psychological adjustment.
Moreover, social support and acceptance has been directly related to the perception of
stigma associated with women who undergo abortions. Research on the stigma and the
psychological implications on concealing abortion have shown that women who suppress
thoughts, engage in secrecy, and hide emotions about their abortion history tend to have
increased psychological distress (Major & Gramzow, 1999). This perceived social stigma and
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low social support tends to result in under-reporting abortion in research studies. A study on the
women’s willingness to report abortion found that abortion is underreported in almost half of
research surveys. Additionally, teenagers indicated more willingness to report smoking cigarettes
than obtaining abortions. On the contrary, adolescents were more willing to report abortion than
oral sex and family income (Smith, Alder, & Tschann, 1999).

Statement of Significance
Women’s mental health and reproductive outcomes are issues that concern the general
population since a large number of women undergo abortion each year (approximately 1.6
million). As previously mentioned, in 2007, 57% of women obtaining abortions were between
the ages of 20 and 30 years of age (U.S. Census Bureau, 2012). This range matches the typical
age of college women (Center for Postsecondary and Economic Success, 2011). The college
student cohort has been generally overlooked in abortion research studies. Most research studies
utilized hospital or clinic populations to obtain participants. Henshaw and Kost (2008) have
focused their research efforts on the characteristics of women obtaining abortions from the
general United States population. However, it is important to measure women’s mental health
after abortion in a college context in order to provide information to clinicians who may
encounter women from this cohort suffering from post-abortion negative mental health
outcomes. Identifying how many of these psychological mental health problems can be attributed
to abortion alone is also important in order to provide accurate estimation of the true impact of
abortion in women’s lives. Furthermore, identifying the characteristics of college women
obtaining abortions can help identify coexistent factors that place women at risk of developing
15

mental health disorders. Providing an accurate description of women who obtain abortion, their
current mental health status, and their perception on the contribution that abortion has had in
their mental health status, can help establish a solid ground on the scientific study of abortion’s
impact on women’s lives. In consideration of the literature, the primary intention of this study
was to measure the influence of induced abortion on the current mental health status of college
women. Additionally, this study intended to describe the characteristics of women obtaining
abortion.

Statement of the Hypothesis
It was hypothesized that college women experience psychological distress after
undergoing abortion and a large part of their current mental health status can be attributed to the
abortion experience alone.
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CHAPTER TWO: METHOD
Participants
The sample consisted of 258 female student volunteers recruited from undergraduate
introductory psychology courses at the University of Central Florida (UCF). The age range of the
sample was 18 to 62 years (M = 21.84, SD = 5.60). Participants’ racial characteristics and
educational level were recorded. Racial characteristics varied widely. Race and educational
levels are presented in Table 1 and 2, respectively.
Table 1
Race/ethnic demographics

Category

n

%

White

167

64.7%

Black or African-Americans

25

9.7%

Asian

11

4.3%

Native Hawaiian or other Pacific Islander

2

0.8%

Hispanic or Latino

36

14%

From Multiple Races

14

5.4%

Middle Eastern

2

0.8%

Unreported Race

1

0.4%
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Table 2
Educational level

Category

n

%

High school degree of equivalent

33

12.8%

Some college but no degree

99

38.3%

Associate degree

108

41.9%

Bachelor degree

14

5.4%

Graduate degree

2

0.8%

Unreported education

2

0.8%

From the 258 participants, 46 met the criteria outlined in this research study (see
procedure below). The age range of the inclusive participants was 18 to 62 years (M = 29.20, SD
= 9.26). The mean age at the time of the abortion was 18.61 (SD = 2.45). The mean age at the
time of fetal delivery was 21.44 (SD = 4.08). Participants’ racial characteristics and educational
level were recorded. Race and educational levels of the inclusive participants are presented in
Table 3 and 4, respectively.
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Table 3
Race/ethnic demographics of inclusive subjects

Category

n

%

White

29

63%

Black or African-Americans

6

13%

Asian

1

2.2%

Hispanic or Latino

8

17.4%

From Multiple Races

1

2.2%

Unreported Race

1

2.2%

n

%

High school degree of equivalent

1

2.2%

Some college but no degree

5

10.9%

Associate degree

35

76.1%

Bachelor degree

3

6.5%

Unreported education

2

4.3%

Table 4
Educational level of inclusive subjects

Category

Materials
A web-based survey instrument created for this study was administered through the UCF
Psychology Department survey database system (SONA). The online questionnaire assessed
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demographics, history of abortion or fetal delivery, and specific questions concerning the impact
of abortion or delivery on current mental health status. Specific characteristics assessed are
presented in Table 5, below.
Table 5
Characteristics assessed by questionnaire

Characteristic
Pregnancy intention and wantedness
History of physical abuse
History of sexual abuse or assault
Domestic violence exposure
Illicit substance use and abuse
History of prior mental health conditions
Age at abortion
Religious affiliation
Income
Social support
Social pressure
Gestational stage at abortion
Subjective mental health status post pregnancy outcome
Reason for obtaining abortion
Type of abortion
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Decision making
Post pregnancy outcome feelings

Current mental health status (i.e., perceived levels of psychological distress) was
measured using the Symptom Checklist-90-Revised (SCL-90-R) (Derogatis, 1994). The SCL-90R is a self-report instrument consisting of nine primary symptom dimension: Somatization
(SOM), Obsessive-Compulsive (O-C), Interpersonal Sensitivity (I-S), Depression (DEP),
Anxiety (ANX), Hostility (HOS), Phobic Anxiety (PHO), Paranoid Ideation (PAR),
Psychoticism (PSY). The SCL-90-R also assesses global distress using three indices: Global
Severity Index (GSI), Positive Symptom Distress Index (PSDI), and Positive Symptom Total
(PST). Samples of the survey instrument and the SCL-90-R are presented in Appendix C and D,
respectively.

Procedure
This study’s inclusion criteria consisted of female subjects who reported a history of
abortion or a history of fetal delivery. Subjects who reported no history of abortion or fetal
delivery were excluded from this study.
Following the presentation of the explanation of research, the participants were
administered the demographics questionnaire, the abortion/delivery survey questionnaire, and the
SCL-90-R (Derogatis, 1994). The participants were divided into two pregnancy outcome groups:
(1) women who reported zero abortions and had delivered one or more fetuses; and (2) women
who reported one or more abortions. The groups were asked to establish if abortion or fetal
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delivery had contributed to their current mental health status (yes/no answer). The SCL-90-R
was scored according to the manual. SCL-90-R profiles with a raw PST score of ≤4 or ≥61 were
flagged as invalid per the SCL-90-R manual. Twelve subjects were excluded from the primary
data analysis due to SCL-90-R profile invalidity.
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CHAPTER THREE: RESULTS
Primary Analysis
A two-way mixed-design Multivariate Analysis of Variance (MANOVA) was utilized to
analyze the data. The participants’ pregnancy outcome (defined by ≥1 delivered fetuses, or ≥1
abortions) and establishing if pregnancy outcome (abortion vs. fetal delivery) contributed to
current mental health (CCMH; defined by yes/no answer) served as the independent variables.
Psychological symptom distress (SCL-90-R nine primary symptom dimensions: SOM, O-C, I-S,
DEP, ANX, HOS, PHO, PAR, PSY) served as the dependent variables. The analysis revealed no
significant difference in SCL-90-R scores between the fetal delivery and abortion groups, F(9,
22)= 0.840, p = .588. There was no significant difference between respondents who claimed their
current mental health was affected by pregnancy outcome and those who did not, F(9, 22)=
1.710, p = .146. Finally, there was no significant difference between the pregnancy outcome by
CCMH, F(9, 22)= .537, p = .832.

Secondary Analyses
Twelve subjective emotional states levels (decisiveness, grief, guilt, happiness, hope,
loss, optimism, regret, relief, sadness, satisfaction, shame) were analyzed over five different
retrospective points in time following pregnancy outcome (Immediate, 1 month post, 3 months
post, 6 months post, 1 year post). The respondents indicated on a 5-point Likert scale (never,
seldom, sometimes, often, frequently) how often they experienced each emotional state at each
point in time. Each emotional state was analyzed individually utilizing a two-way mixed-design
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Analysis of Variance (ANOVA). Post hoc analysis are not performed by SPSS due to unequal
n’s of the groups and because there were fewer than three groups for the between subjects
Analysis of Variance (ANOVA). Post hoc analysis will be approached using a descriptive
statistics comparison. ANOVA summary tables are presented in Appendix E.
Decisiveness. Decisiveness as a function of the between-subject factor pregnancy
outcome (abortion, delivery) across the within-subjects factor time (Immediate, 1 month post, 3
months post, 6 months post, 1 year post) was assessed using a two-way mixed-design Analysis
of Variance (ANOVA). The pregnancy outcome main effect of abortion (M = 3, SD = .12) and
delivery (M = 2.97, SD = .08) was not significant, F(1, 33) = .009, p = .925. The time main effect
of immediate (M = 2.89, SD = 1.13), 1 month post (M = 3, SD = 1.16), 3 months post (M = 3.03,
SD = 1.12), 6 months post (M = 2.94, SD = 1.33), and 1 year post (M = 3.06, SD = 1.14), was not
significant, F(4, 132) = .389, p = .817. The pregnancy outcome by time interaction was not
significant, F(4, 132) = .454, p =.769.
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Figure 1. Decisiveness

Grief. Grief as a function of the between-subject factor pregnancy outcome (abortion,
delivery) across the within-subjects factor time (Immediate, 1 month post, 3 months post, 6
months post, 1 year post) was assessed using a two-way mixed-design Analysis of Variance
(ANOVA). The pregnancy outcome main effect of abortion (M = 2.67, SD = .39) and delivery
(M = 1.43, SD = .099) was significant, F(1, 33) = 15.543, p < .001. The time main effect of
immediate (M = 2.34, SD = 1.53), 1 month post (M = 2.08, SD = 1.27), 3 months post (M = 1.97,
SD = 1.12), 6 months post (M = 1.89, SD = 1.11), and 1 year post (M = 1.89, SD = 1.08), was
significant, F(4, 132) = 4.071, p = .004. The pregnancy outcome by time interaction was
significant, F(4, 132) = 4.554, p = .002.
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Figure 2. Grief

Guilt. Guilt as a function of the between-subject factor pregnancy outcome (abortion,
delivery) across the within-subjects factor time (Immediate, 1 month post, 3 months post, 6
months post, 1 year post) was assessed using a two-way mixed-design Analysis of Variance
(ANOVA). The pregnancy outcome main effect of abortion (M = 2.93, SD = .48) and delivery
(M = 1.67, SD = .46) was significant, F(1, 33) = 21.708, p < .001. The time main effect of
immediate (M = 2.6, SD = 1.56), 1 month post (M = 2.17, SD = 1.32), 3 months post (M = 2.09,
SD = 1.19), 6 months post (M = 2.09, SD = 1.22), and 1 year post (M = 1.97, SD = 1.12), was
significant, F(4, 132) = 6.651, p < .001. The pregnancy outcome by time interaction was
significant, F(4, 132) = 6.252, p < .001.
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Figure 3. Guilt

Happiness. Happiness as a function of the between-subject factor pregnancy outcome
(abortion, delivery) across the within-subjects factor time (Immediate, 1 month post, 3 months
post, 6 months post, 1 year post) was assessed using a two-way mixed-design Analysis of
Variance (ANOVA). The pregnancy outcome main effect of abortion (M = 3.67, SD = .57) and
delivery (M = 4.27, SD = .10) was significant, F(1, 35) = 4.653, p = .038. The time main effect of
immediate (M = 3.49, SD = 1.37), 1 month post (M = 3.97, SD = 1.07), 3 months post (M = 4, SD
= 1), 6 months post (M = 4.22, SD = .95), and 1 year post (M = 4.22, SD = .89), was significant,
F(4, 140) = 9.822, p < .001. The pregnancy outcome by time interaction was significant, F(4,
140) = 7.584, p < .001.
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Figure 4. Happiness

Hope. Hope as a function of the between-subject factor pregnancy outcome (abortion,
delivery) across the within-subjects factor time (Immediate, 1 month post, 3 months post, 6
months post, 1 year post) was assessed using a two-way mixed-design Analysis of Variance
(ANOVA). The pregnancy outcome main effect of abortion (M = 3.47, SD = .25) and delivery
(M = 4.01, SD = .20) was not significant, F(1, 33) = 3.570, p = .068. The time main effect of
immediate (M = 3.6, SD = 1.14), 1 month post (M = 3.89, SD = 1.05), 3 months post (M = 3.77,
SD = 1.14), 6 months post (M = 3.8, SD = 1.26), and 1 year post (M = 3.83, SD = .95), was not
significant, F(4, 132) = 1.187, p = .319. The pregnancy outcome by time interaction was
significant, F(4, 132) = 2.856, p = .026.
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Figure 5. Hope

Loss. Loss as a function of the between-subject factor pregnancy outcome (abortion,
delivery) across the within-subjects factor time (Immediate, 1 month post, 3 months post, 6
months post, 1 year post) was assessed using a two-way mixed-design Analysis of Variance
(ANOVA). The pregnancy outcome main effect of abortion (M = 2.76, SD = .66) and delivery
(M = 1.68, SD = .22) was significant, F(1, 33) = 25.324, p < .001. The time main effect of
immediate (M = 2.6, SD = 1.58), 1 month post (M = 2.2, SD = 1.37), 3 months post (M = 1.91,
SD = 1.12), 6 months post (M = 1.8, SD = .9), and 1 year post (M = 1.8, SD = .96), was
significant, F(4, 132) = 11.774, p < .001. The pregnancy outcome by time interaction was
significant, F(1, 4) = 9.74, p < .001.
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Figure 6. Loss

Optimism. Optimism as a function of the between-subject factor pregnancy outcome
(abortion, delivery) across the within-subjects factor time (Immediate, 1 month post, 3 months
post, 6 months post, 1 year post) was assessed using a two-way mixed-design Analysis of
Variance (ANOVA). The pregnancy outcome main effect of abortion (M = 3.52, SD = .4) and
delivery (M = 4.1, SD = .11) was not significant, F(1, 34) = 3.563, p = .068. The time main effect
of immediate (M = 3.47, SD = 1.16), 1 month post (M = 3.83, SD = 1.25), 3 months post (M =
4.03, SD = .97), 6 months post (M = 3.83, SD = 1.21), and 1 year post (M = 3.89, SD = .98), was
significant, F(4, 136) = 3.789, p = .006. The pregnancy outcome by time interaction was
significant, F(4, 136) = 4.108, p = .004.
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Figure 7. Optimism

Regret. Regret as a function of the between-subject factor pregnancy outcome (abortion,
delivery) across the within-subjects factor time (Immediate, 1 month post, 3 months post, 6
months post, 1 year post) was assessed using a two-way mixed-design Analysis of Variance
(ANOVA). The pregnancy outcome main effect of abortion (M = 2.38, SD = .22) and delivery
(M = 1.8, SD = .27) was significant, F(1, 34) = 9.11, p =.005. The time main effect of immediate
(M = 1.94, SD = 1.24), 1 month post (M = 1.97, SD = 1.28), 3 months post (M = 1.94, SD =
1.09), 6 months post (M = 1.89, SD = 1.09), and 1 year post (M = 1.89, SD = 1.14), was not
significant, F(4, 136) = .109, p = .979. The pregnancy outcome by time interaction was
significant, F(4, 136) = 2.869, p = .025.
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Figure 8. Regret

Relief. Relief as a function of the between-subject factor pregnancy outcome (abortion,
delivery) across the within-subjects factor time (Immediate, 1 month post, 3 months post, 6
months post, 1 year post) was assessed using a two-way mixed-design Analysis of Variance
(ANOVA). The pregnancy outcome main effect of abortion (M = 3.3, SD = .24) and delivery (M
= 2.99, SD = .38) was not significant, F(1, 30) = .879, p = .356. The time main effect of
immediate (M = 3.34, SD = 1.18), 1 month post (M = 3.13, SD = 1.29), 3 months post (M = 3.16,
SD = 1.05), 6 months post (M = 3.03, SD = 1.23), and 1 year post (M = 3.06, SD = 1.16), was not
significant, F(4, 120) = .929, p = .509. The pregnancy outcome by time interaction was
significant, F(4, 120) = 4.906, p = .001.
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Figure 9. Relief

Sadness. Sadness as a function of the between-subject factor pregnancy outcome
(abortion, delivery) across the within-subjects factor time (Immediate, 1 month post, 3 months
post, 6 months post, 1 year post) was assessed using a two-way mixed-design Analysis of
Variance (ANOVA). The pregnancy outcome main effect of abortion (M = 3.79, SD = .37) and
delivery (M = 2.21, SD = .2) was significant, F(1, 34) = 65.243, p < .001. The time main effect of
immediate (M = 3.08, SD = 1.23), 1 month post (M = 2.69, SD = 1.19), 3 months post (M = 2.94,
SD = 1.22), 6 months post (M = 3.08, SD = 1.29), and 1 year post (M = 3.19, SD = 1.31), was not
significant, F(4, 136) = 1.91, p = .112. The pregnancy outcome by time interaction was
significant, F(4, 136) = 2.618, p = .038.
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Figure 10. Sadness

Satisfaction. Satisfaction as a function of the between-subject factor pregnancy outcome
(abortion, delivery) across the within-subjects factor time (Immediate, 1 month post, 3 months
post, 6 months post, 1 year post) was assessed using a two-way mixed-design Analysis of
Variance (ANOVA). The pregnancy outcome main effect of abortion (M = 2.98, SD = .41) and
delivery (M = 4.01, SD = .14) was significant, F(1, 33) = 8.122, p = .007. The time main effect of
immediate (M = 3.17, SD = 1.36), 1 month post (M = 3.49, SD = 1.44), 3 months post (M = 3.46,
SD = 1.27), 6 months post (M = 3.63, SD = 1.21), and 1 year post (M = 3.8, SD = 1.18), was
significant, F(4, 132) = 5.857, p < .001. The pregnancy outcome by time interaction was
significant, F(4, 132) = 3.774, p = .006.
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Figure 11. Satisfaction

Shame. Shame as a function of the between-subject factor pregnancy outcome (abortion,
delivery) across the within-subjects factor time (Immediate, 1 month post, 3 months post, 6
months post, 1 year post) was assessed using a two-way mixed-design Analysis of Variance
(ANOVA). The pregnancy outcome main effect of abortion (M = 2.87, SD = .47) and delivery
(M = 1.33, SD = .11) was significant, F(1, 30) = 22.662, p < .001. The time main effect of
immediate (M = 2.31, SD = 1.53), 1 month post (M = 2.25, SD = 1.48), 3 months post (M = 2.03,
SD = 1.26), 6 months post (M = 1.78, SD = 1.13), and 1 year post (M = 1.88, SD = 1.04), was
significant, F(4, 120) = 6.192, p < .001. The pregnancy outcome by time interaction was
significant, F(4, 120) = 5.987, p < .001.
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Figure 12. Shame

Ancillary Analysis
A frequency analysis was utilized to measure a series of characteristics and patterns of
the inclusive sample in regards to the experience of abortion with the purpose to provide
information about the women obtaining abortions. The mean age at time of abortion was 18.6
(SD = 2.5). Results are presented in Table 6 below.
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Table 6
Abortion group characteristics

Characteristic

n

%

18-19

2

07.70%

20-24

11

42.20%

25-29

6

23.00%

30-34

1

03.80%

35-39

2

07.60%

≥40

4

15.30%

White

14

53.80%

Black or African-Americans

5

19.20%

Hispanic or Latino

6

23.10%

From Multiple Races

1

03.80%

Some college

4

15.40%

Associate degree

20

76.90%

Bachelor degree

2

07.70%

Age group

Race/ethnicity

Education

Marital status
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Married

5

19.20%

Divorced

3

11.50%

Separated

1

03.80%

Never married

17

65.40%

Christian

17

65.40%

Not religious

8

30.80%

Other

1

03.80%

0

17

65.40%

1

4

15.40%

≥2

5

19.20%

Economic

13

50.00%

Family pressure

12

46.20%

Intimate partner pressure

6

23.10%

Inconvenience with life plans

21

80.80%

Timing

18

69.20%

Rape

0

0%

Incest

0

0%

Congenital anomalies of the fetus

1

03.80%

Religious affiliation

No. of fetal deliveries

Reason for abortion
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Social pressure

4

15.40%

$0-$9,999

11

42.30%

$10,000-$19,999

9

34.60%

$20,000-$29,999

4

15.40%

$30,000-$39,999

1

03.80%

$50,000-$59,000

1

3.80%

≥$60,000

0

0%

Use

16

61.50%

Abuse

2

07.70%

1

22

84.60%

≥2

4

15.40%

Yes

15

57.70%

No

11

42.30%

15-18

11

42.31%

19-21

12

46.15%

22-25

3

11.54%

Yearly income

History of substance use/abuse

No. of abortions

History of exposure to domestic violence

Age at abortion

39

≥26

0

0%

Legal

25

96.20%

Illegal

1

03.80%

Not traumatic

3

11.50%

Slightly traumatic

5

19.20%

Neutral

6

23.10%

Traumatic

8

30.80%

Very traumatic

4

15.40%

Yes

13

50.00%

No

13

50.00%

Planned

1

03.80%

Unplanned

25

96.20%

Wanted

5

19.20%

Unwanted

21

80.80%

7

26.90%

Abortion legality

Abortion rating as trauma

Made decision alone

Pregnancy planning

Pregnancy wantedness

History of sexual abuse/assault
Sexually abused
40

Sexually assaulted

9

34.60%

First trimester

22

84.60%

Second trimester

4

15.40%

Medically induced

6

23.10%

Surgical vacuum

18

69.20%

Do not know

1

03.80%

Other

1

03.80%

Depression

10

38.50%

Bipolar disorder

1

03.80%

Phobia

1

03.80%

Anxiety disorder

10

38.50%

Suicidal ideation

2

07.70%

Yes

2

07.70%

No

24

92.30%

Yes

16

61.50%

No

10

38.50%

Stage of pregnancy at abortion

Type of abortion

History of mental condition

Sought psychological help post-abortion

In a stable relationship at abortion
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In abusive relationship at abortion
Yes

3

11.50%

No

23

88.50%

Extremely unlikely

0

0%

Unlikely

1

03.80%

Not sure

2

07.70%

Likely

5

19.20%

Extremely likely

18

69.20%

Not influential

6

23.10%

Slightly influential

2

07.70%

Neutral

12

46.20%

Influential

6

23.10%

Very influential

0

0%

Likelihood to accept women who abort

Overall influence of abortion
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CHAPTER FOUR: DISCUSSION
Primary Hypothesis
The primary purpose of the present study was to measure the influence of induced
abortion on the current mental health status of college women. Additionally, this study intended
to describe the characteristics of women obtaining abortion since there is a lack of information
pertaining to this cohort’s experience.
Results indicated that there was no significant difference in the SCL-90-R scores of
Somatization, Obsessive-Compulsive, Interpersonal Sensitivity, Depression, Anxiety, Hostility,
Phobic Anxiety, Paranoid Ideation, and Psychoticism between women who obtained an abortion
and women who carried out a pregnancy. Further, results indicated that there was no significant
difference between participants who claimed their current mental health was impacted by
pregnancy outcome (abortion vs. fetal delivery) and those who did not. The present data
indicated that psychological symptoms were not dependent on participant’s perception of
whether or not current mental health was affected by pregnancy outcome.
This study does not support the claim that abortion has a negative effect on college
women’s current mental health status. On the contrary, pregnancy outcome (abortion vs. fetal
delivery) had a neutral effect on the current mental health status of the participants. These
findings are consistent with the conclusion of the APA Taskforce of Abortion and Mental Health
(APATMHA, 2008) and other past research (Adler et al., 1990; Major et al., 2000; Schmiege &
Russo, 2005). The results of this study do not support the findings of several prior studies
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(Congleton & Calhoun, 1993; Cougle, Reardon, & Coleman, 2005; Ferguson, Horwood, &
Ridder, 2006; Hamana et al., 2010).
The results might be explained by a possible similarity in the amount of psychological
distress inherited in both obtaining an abortion and carrying out a pregnancy. For women who
obtained abortions, emotional distress was mostly experienced immediately after the abortion
and decreased overtime. One can presume that women carrying out a pregnancy experience
psychological distress for an extended period of time post-delivery due to the acquired
commitment and responsibilities of motherhood. Therefore, both pregnancy outcomes might
require psychological adjustment.
In the present study, women obtaining abortions identified a series of reasons why
obtaining an abortion was the best alternative. Inconvenience with life plans, timing, and family
pressure were the most common reasons indicated by the respondents (see Table 6). It can be
assumed that in order to reduce cognitive dissonance, the participants were motivated to respond
on behalf of their internal beliefs. Consequently, women tended to be neutrally affected by
obtaining an abortion since they, possibly, found congruence among their personal reasons for
obtaining an abortion, reporting they had obtained an abortion, and perhaps a wish to create a
sense of stability between their thoughts and behaviors.
On a different perspective, it is important to mention that women choose to undergo an
abortion in an array of different life situations (e.g., unwanted pregnancy, congenital
abnormalities of the fetus, rape, incest). Therefore, post abortion mental health might be
influenced differentially depending upon the present life circumstances of each woman.
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Public policies and practices based on the claim that abortion is psychologically harmful to
women are not supported by this study. The large combination of risks factors that might affect a
woman’s mental health must be considered in order to not misinterpret the impact of abortion
alone. As mentioned, the results of this study showed no difference in mental health of women
who reported that pregnancy outcome contributed to current mental health. Based on this
finding, alternate co-existent risk factors that contribute to negative mental health outcomes
should be studied in relation to reproductive health in order to determine what factors (other than
abortion history) impact women’s mental health. Analyzing those risk factors will help direct
attention to the origin of psychopathology in women.
The secondary analysis of this study focused on examining twelve self-reported
subjective emotional states levels (decisiveness, grief, guilt, happiness, hope, loss, optimism,
regret, relief, sadness, satisfaction, shame) over five different retrospective points in time
(Immediate, 1 month post, 3 months post, 6 months post, 1 year post) following pregnancy
outcome. Results varied widely on each emotional state.
The literature has identified a variety of common post abortion emotional states women
often report. Among the most common, relief, depression, guilt, anger, sadness, grief can be
found (Congleton & Calhoun, 1993). Some of these emotional states are addressed below.

Decisiveness
Decision making has been previously studied on abortion research. Major et al. (2000)
reported that 72% of women were pleased with their decision to abort. The results of the present
study showed that decisiveness levels were not significantly different between women who abort
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and women who deliver. Across all five points in time, decisiveness remained stable. This result
showed that participants had a steady or firm position on the decision to either abort or deliver
their fetuses. Moreover, this study’s results are consistent with those of Cohan, Dunkel-Schetter,
and Lydon (1993), who interviewed women about their decisions to either abort of carry out a
pregnancy. These researchers found that in a spam of four weeks post pregnancy choice, the
majority of women maintained their original decision.

Grief
Post abortion grief has been previously studied on abortion research. Congleton and
Calhoun (1993) reported that 44% of their sample experienced grief post abortion. The results of
the present study showed that grief levels were significantly higher between women who aborted
and women who delivered. Grief levels were significantly different across all points in time.
Grief levels were higher immediately post abortion and decreased over time. Furthermore, there
was a significant difference in grief levels between pregnancy outcome groups by points in time.
These results are consistent with those of Joy (1985) who reported that some women respond
with grief and depression as a result of the loss of the fetus from intended abortion.

Guilt
The literature has identified guilt to be a common feeling post abortion. The results of the
present study showed that guilt levels were significantly different across all points in time. Guilt
levels were higher immediately post abortion and decreased over time. Additionally, there was a
significant difference in guilt levels between pregnancy outcome groups by points in time. These
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results are consistent with those of Congleton and Calhoun (1993) who reported that 20% of
their respondents experienced feelings of guilt. Feelings of guilt might be explained by the
respondents’ personal beliefs about intentional pregnancy termination. However, in the abortion
group, guilt levels decreased overtime resembling the guilt levels of the fetal delivery group.

Happiness
The literature has not identified happiness as a common feeling post abortion. The results
of the present study showed that happiness levels were significantly different across all points in
time. Happiness levels were significantly lower immediately post abortion and increased over
time resembling the happiness levels of the fetal delivery group. Additionally, there was a
significant difference in happiness levels between fetal outcome groups by points in time. The
increase in happiness over time might be explained by the respondents’ perceived long terms
benefits of their pregnancy decision.

Hope
The literature has not identified hope as a common feeling post abortion. The results of
the present study showed that hope levels were not significantly different across points in time.
Additionally, there was no significant difference in hope levels between pregnancy outcome
groups. Hope levels were lower in abortion groups immediately after abortion; however, hope
levels increased resembling the levels of hope in the fetal delivery group. The literature has
identified hopelessness as related to sadness and depression (Major et al., 2000). Nevertheless,
hope by itself has not been thoroughly examined.
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Loss
The literature has identified feelings of loss post abortion in relation to grief, depression,
and emptiness (Congleton & Calhoun, 1993). The results of the present study showed that levels
of loss were significantly different between pregnancy outcome groups. Loss was higher
immediately after the abortion and decreased overtime. Loss was significantly different across
points in time. Additionally, there was a significant difference in loss levels between pregnancy
outcome groups by points in time. Since loss has been associated with grief, the results of this
study can be explained by a possible sense of bereavement about intentional pregnancy
termination.

Optimism
The literature has not identified optimism as a common feeling post abortion. The results
of the present study showed that optimism was not significantly different between pregnancy
outcome groups. However, there was a significant difference of optimism across points in time.
Immediate optimism frequency was lower in the abortion group compared to the fetal delivery
group. However, optimism increased overtime resembling the optimism levels of the fetal
delivery group. Additionally, there was a significant difference in optimism levels between
pregnancy outcome groups by points in time. These results might be explained in the same terms
that happiness was explained. The increase of optimism over time might be explained by the
respondents’ perceived long terms benefits of their pregnancy decision.
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Regret
The literature has identified regret to be a common feeling post abortion. The results of
the present study showed that regret levels were not significantly different across points in time.
However, there was a significant difference in regret levels between pregnancy outcome groups
by points in time. This might be explained by the difference in regret levels between the abortion
group and the fetal delivery group. However, the findings showed that regret remains steadily
low across time in both groups. These findings are consistent with those of Major et al. (2000)
who reported that most women tended to be satisfied with their decision to abort and did not
regret aborting up to two years post abortion.

Relief
The literature has identified relief to be a common feeling post abortion. The results of
the present study showed that relief was not significantly different between pregnancy outcome
groups. Additionally, there was no significant difference of relief across points in time. However,
there was a significant difference in relief levels between pregnancy outcome groups by points in
time. Immediate relief in the fetal delivery group was higher than the abortion group and
decreased over time. The opposite occurred in the abortion groups where relief increased
overtime. These results are partly consistent with the findings of Congleton and Calhoun (1993)
who reported that 32% of their respondents experienced feelings of relief post abortion.
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Sadness
The literature has identified post abortion sadness to be related to common feelings of
depression. The results of the present study showed that sadness was significantly different
between pregnancy outcome groups. However, sadness was not significantly different across
points in time. Although, there was a significant difference in sadness levels between pregnancy
outcome groups by points in time. These results might be explained by the small variation among
the high levels of sadness experienced in the abortion group. For the fetal delivery group,
sadness remained low and steady. In contrast, Congleton and Calhoun (1993) associated sadness
with grief reporting that 44% of their respondents experienced these feelings.

Satisfaction
The literature has identified post abortion satisfaction to be related to decision making.
The results of the present study showed that satisfaction was significantly different between
pregnancy outcome groups. Satisfaction was significantly different across points in time.
Additionally, there was a significant difference in satisfaction levels between pregnancy outcome
groups by points in time. Since satisfaction has been related to decision making, this results can
be explained by the participants’ perceived long terms benefits of their pregnancy decision.
These results are consistent with those of Major et al. (2000) who reported that 72% of their
respondents “were satisfied with their decision” (p. 777).
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Shame
The literature has identified post abortion shame to be related to perceptions of social
stigma. The results of the present study showed that shame was significantly different between
pregnancy outcome groups. Shame was significantly different across points in time. Immediate
shame of the abortion group was higher and decreased overtime. For the fetal delivery group,
shame remained low and steady overtime. Additionally, there was a significant difference in
shame levels between pregnancy outcome groups by points in time. Significant high levels of
shame can be explained by the inherited social stigma associated with women who obtain
abortion. As Major and Gramzow (1999) explained, women who perceived social stigma due to
abortion tended to conceal their history of abortion to family and friends which, in turn, could
lead to increased psychological distress overtime.
The primary intention of studying these emotional states was to provide a wider spectrum
of the common feelings college women experience post abortion. Is it important to emphasize
that the twelve emotional states discussed above are not considered psychological conditions and
should not be treated as such. The majority of emotional states that resulted to be significantly
higher or lower tended to change over time. Nevertheless, these feeling are often part of the
common experiences of women obtaining abortions. Therefore, proper attention should be given
to any female who reports adjustment complaints post abortion due to an extended experience of
the aforementioned feelings.
Pertaining to the characteristics of women obtaining abortions, this study showed that the
majority of the college women obtaining abortions reported a single legal abortion performed in
the first trimester of gestation due to an unplanned and unwanted pregnancy. Additionally, the
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majority of college women obtaining abortions were white, had an associate degree, had never
been married, and were Christians. Furthermore, the majority of college women obtaining
abortions reported no live births post abortion, an income between $0-$9,000, a history of
substance use, and exposure to domestic violence. Moreover, the majority of the respondents
rated abortion to be a traumatic experience but did not seek psychological help post abortion.
Furthermore, the majority of the college women obtaining abortions reported being in a stable
relationship at the time of the abortion. In regards to history of pre-existing mental health
disorders, the majority of women reported a history of depression and anxiety disorder. Overall,
the majority of women rated abortion to have a neutral influence on their mental health (see
Table 6 for all specific characteristic’s percentages).

Impact and contribution
The findings of this research study contributed to the establishment of a solid ground on
the scientific study of abortion. Since such a large number of women obtain abortions each year,
accurate estimation of the impact of abortion is necessary. Specifically, accurate estimation of
the impact of abortion in college women is important since women in this cohort’s age range
obtain 57% of the abortions each year (U.S. Census Bureau, 2012).
As previously mentioned, there has been extensive debate within the scientific
community over whether or not abortion has a negative influence on women’s mental health.
This study supports the claim that college women do not experience negative mental health
problems post abortion. However, as the literature explains, it is important to acknowledge that a
minority of women do experience long-lasting negative mental health outcomes like depression
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or anxiety as a result of obtaining an abortion. However, that is not the case for the majority of
women. The experience of those women suffering from post-abortion negative mental health
outcomes should not be dismissed and should be expressed freely no matter the position of the
academic climate.
This study further sought to provide proper attention to reproductive issues in college life.
It is important to encourage mindfulness and awareness of the external factors that might
negatively influence academic achievement and retention of college students. Additionally, since
half of pregnancies in the United States are unintended (Finer & Zolna, 2011) and college
women with a history of pregnancies tend to present higher risks of depression (LanghinrichsenRohling, et al., 2009) avoiding unwanted pregnancy should be a priority to foster success in
college life.
From this perspective, avoiding unwanted pregnancy will inevitably result in a
diminished need to obtain abortions. Reducing the need for abortions could, possibly, reduce the
risk for those fewer women who tend to have negative feelings following the experience of
abortion. Sexual contraception methods should be widely available to those who are sexually
active. In addition, proper education and counseling services should be available to those in need
of guidance in reproductive issues. This way, unwanted pregnancy can be targeted and prevented
at multiple dimensions. Moreover, promoting acceptance to the women who obtain abortions can
help diminish the social stigma associated with abortion and promote a supportive environment
where women can freely obtain abortion services and avoid negative feelings of guilt, loss,
sadness, stigma, and shame related to their decision.
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Implications on this study lie on the fact that public funding should be targeted to foster
prevention of unwanted pregnancy and not the unnecessary treatment of post-abortion mental
consequences. As previously pointed out in the literature, further research should study the
effectiveness of psychological interventions on women who do experience difficulties. Finally,
the debated question on the impact of abortion should be resolved and attention should be stirred
towards other reproductive issues such as strategies to decrease unwanted pregnancies.

Strengths and Limitations
One of the strengths of this study includes the use of an appropriate measure of current
mental health status (SCL-90-R). Previous studies had often relied solely on the use of DSM-IVTR criteria to diagnose mental health conditions excluding the use of psychometrics to specify
the possible presence, nature, and magnitude of psychological symptom distress. This study
examined the experience of college women in regards to abortion. Previous research had
overlooked the importance of studying the experiences of the sub-group that obtains the majority
of the abortions in the United States. It is recommended that future replications of this study
utilize a larger sample size in order to increase statistical power. Additionally, since abortion is
considered a sensitive behavior, under-reporting of abortion inevitably affected this study’s
number of respondents who reported a history of abortion. Future research on this topic should
utilize established psychometric methods to measure risk factors. Solely relying on self-report
measures can increase the likelihood of methodological errors. Similarly, this study utilized
retrospective measures to recall past feelings and experiences about abortion. Relying on the
memory of the participants should be replaced by utilizing a more accurate measure of abortion
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experience. Perhaps, performing a longitudinal study would be more appropriate in order to
avoid methodological errors due to unwanted time effects.

Areas for future research
Future research should focus on determining the social, demographic, and individual
characteristics of women obtaining abortions in relation to the risks factors outlined in the
literature. Identifying the characteristics of women who respond negatively to abortion can help
identify factors that might place women at risk of responding negatively to general traumatic life
situations. Such information could help clinicians prepare effective treatment strategies to aid
those women who possess those specific characteristics and risk factors.
Intervention strategies should be developed to aid those women who do respond
negatively to abortion. Future research should concentrate of strategic plans to decrease the need
for abortions. Avoiding unwanted pregnancies should be the first step in taking control of
women’s reproductive lives. Perhaps, future research could focus on determining the reasons
why there are so many unwanted pregnancies in the United States. Research on that matter could
spark the implementation of effective policies and strategies to improve public reproductive
issues in the United States.
Future research should examine the impact of acceptance and support on women who
choose to undergo abortion when faced with an unwanted pregnancy. Concentrating on strategies
to reduce social stigma associated with abortion could help women gain confidence on their
decisions and avoid possible future insecurities about their reproductive decisions.
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Conclusion
The present study aimed to provide an accurate picture of the impact of abortion on
college women’s mental health. As with women of the general population, mental health was
shown to not be affected by obtaining an abortion. At this point, the conflicting literature on this
debate should be resolved since there are a large number of scientific studies, including the
present study, which support the claim that abortion is safe and generally does not cause mental
health repercussions.
This study has implications for public health. Primarily, public funding should not be
invested on policies based on the notion that abortion is psychologically harmful over time. On
the contrary, public funding should be invested in the prevention of unwanted pregnancy in order
to reduce the need for obtaining abortions. Finally, negative feelings associated with abortion are
common. However, negative feelings are not considered mental health conditions. These
negative feelings tend to wear off over time since women tend to be generally satisfied with their
decisions to abort once they envision the long term benefits of their pregnancy resolution choice.
Psychological help and counseling should be available to those women who do
experience psychological distress post abortion. It is therefore recommended that clinicians
screen for possible co-occurring risk factors that might explain the development of mental health
issues in order to not misattribute all psychological distress to the experience of abortion alone.
In conclusion, it is recommended that researchers adopt a benevolent stance with regard
to studying abortion. Specifically, future research on women’s reproductive health should be
inspired by a wish to improve women’s health and not directed by the personal interests or
beliefs of the researchers who conduct the studies.
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Table 7. ANOVA Summary: Decisiveness

SS

Df

MS

F

A

.675

4

.169

.389

B

.049

1

.049

.009

AxB

.789

4

.197

.454

Error

57.348

132

-

-

SS

Df

MS

F

A

5.386

4

1.347

4.071

B

66.918

1

66.918

15.543

AxB

6.026

4

1.507

4.554

Error

43.665

132

-

-

SS

Df

MS

F

A

8.757

4

2.189

6.651

B

92.117

1

92.117

21.708

AxB

8.232

4

2.058

6.252

Error

43.448

132

-

-

Table 8. ANOVA Summary: Grief

Table 9. ANOVA Summary: Guilt
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Table 10. ANOVA Summary: Happiness

SS

Df

MS

F

A

13.757

4

3.439

9.822

B

17.029

1

17.029

4.653

AxB

10.622

4

2.656

7.584

Error

49.021

140

-

-

SS

Df

MS

F

A

1.708

4

.427

1.187

B

15.532

1

15.532

3.570

AxB

4.108

4

1.027

2.856

Error

47.469

132

-

-

SS

Df

MS

F

A

17.199

4

4.300

11.774

B

81.414

1

81.414

25.324

AxB

14.228

4

3.557

9.740

Error

48.207

132

-

-

Table 11. ANOVA Summary: Hope

Table 12. ANOVA Summary: Loss
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Table 13. ANOVA Summary: Optimism

SS

Df

MS

F

A

6.078

4

1.519

3.789

B

15.022

1

15.022

3.563

AxB

6.589

4

1.647

4.108

Error

54.533

136

-

-

SS

Df

MS

F

A

.200

4

.050

.109

B

36.450

1

36.450

9.112

AxB

5.244

4

1.311

2.869

Error

62.156

136

-

-

SS

Df

MS

F

A

1.913

4

.478

.829

B

3.906

1

3.906

.879

AxB

11.313

4

2.828

4.906

Error

69.175

120

-

-

Table 14. ANOVA Summary: Regret

Table 15. ANOVA Summary: Relief
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Table 16. ANOVA Summary: Sadness

SS

Df

MS

F

A

5.333

4

1.333

1.910

B

112.022

1

112.022

65.243

AxB

7.311

4

1.828

2.618

Error

44.182

132

-

-

SS

Df

MS

F

A

7.841

4

1.960

5.857

B

46.795

1

46.795

8.122

AxB

5.053

4

1.263

3.774

Error

44.182

132

-

-

SS

Df

MS

F

A

7.572

4

1.893

6.192

B

94.157

1

94.157

22.662

AxB

7.322

4

1.831

5.987

Error

36.690

120

-

-

Table 17. ANOVA Summary: Satisfaction

Table 18. ANOVA Summary: Shame
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